Patients: twenty-four patients with dysfunctional menorrhagia that met the inclusion criteria.
INTRODUCTION
Menorrhagia is one of the most common gynecologic complaints' 1). The world health organization estimated that the WOrldwide prevalence of menorrhagia is as high as 19% of women in reproductive age (2) . Traditionally, the first line of treatment for dysfunctional menorrhagia is the medical therapy. Failure of medical therapy, however, is an indication for surgical treatment.
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For a long period, the available surgical treatment for dysfunctional menorrhagia was either the conservative dilatation and curettage or Hysterectomy. Although dilatation and curettage is the quickest way to stop acute bleeding specially in hypovolemic patients, yet it is a temporary treatment with a limited efficacy (3) . Hysterectomy, on the other hand, is the definitive surgical treatment, but it is a major operative procedure that could be associated with significant morbidity and mortality (4) .
Thermal balloon endometrial ablation
With the introduction of minimally invasive techniques, the surgical treatment options for dysfunctional menorrhagia has broadened.
Initially, hysteroscopic surgery appeared to be the procedure of choice for treatment of menorrhagia.
Hysteroscopic endometrial ablation/resection is successful III controlling menorrhagia and, compared to hysterectomy, it is associated with less morbidity, mortality, shorter hospitalization and better recovery (5, 6) .
The learning curve of hysteroscopic surgery however is substantial (7) and hysteroscopic surgery is not risk-free. Serious complicationsã lthough few -are reported including fluid overload, uterine perforation, infection, hemorrhage, and thermal mjunes to the surrounding structures (6, 8) . O'Connor and Magos, reported an operative complication rate of 6% for patients undergoing their first procedure and a complication rate of 15% for repeat procedures (6) .
In an effort to simplify techniques and to reduce complications, a variety of non-hysteroscopic methods and devices were developed. In 1994, Neuwirth et al introduced the concept of thermal balloon ablation (9) . Since then, the procedure is gaining popularity day after day being with minimal learning curve, minimum complications, and the short and medium term cure-rate appears very promising (10) .
The aim of this study is to test the safety, effectiveness and short-term results of thermal balloon endometrial ablation in treatment of dysfunctional menorrhagia.
MATERIALS & METHODS
Our study populations were patients between 40-50 years of age complaining of menorrhagia • Atypical endometrial hyperplasia.
• Suspected genital tract infection or malignancy.
• Previous endometrial ablation menorrhagia, yet the fairly long learning curve and the few but serious intra and postoperative complications limited its use to the highly trained endoscopist.
In our experience, the skill needed to ablate the endometrium using the thermal balloon technique is comparable to that of insertion of intrauterine contraceptive device, an opinion that is supported by others(ll). The very low learning curve, makes the procedure accessible to surgeons with minimal skills in endoscopy and junior staff as well.
In our study, no intraoperative complications were reported. One case sufferred postoperative hematuria, which disappeared spontaneously within 48 hours and another case, was given antibiotics to treat low-grade endometritis.
The safety record of the procedure and the low complication rates, were constantly reported by other authors In different studies (10, I J, 12).
Compared to other surgical procedures to treat dysfunctional menorrhagia, thermal balloon Osama Shawki, et at.
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Based on the definition of success adopted by this study, the overall success rate was 96% along the 12-month follow-up period. There was a statistically significant postoperative improvement in both menstrual pattern and dysmenorrhea as well.
Similar high success rates were recorded by other investigators (10, 11, 12, 13, 14, 15) . However, long-term follow-up showed a slightly lower success rates (16) . Yet thermal balloon endometrial ablation remains superior over hysteroscopic guided endometrial resection/ablation techniques in term of achieving postoperative amenorrhea, hypomenorrhea, or eumenorrhea in both short and medium-term follow up (13, 15, 17) .
Proper balloon inflation is able to compress even a thick endometrium, This explains why using thermal balloon to ablate the endometrium without prior medical thinning was not found to make a significant difference in the outcome (18) .
In view of this fact, no medical or surgical pre-treatment endometrial thinning was used in the Preliminary studies demonstrated the safety and efficacy of thermal balloon endometrial ablation in medically and surgically risk patients (19, 20) .
The ability to perform the technique under local anaesthesia (11) , the short operating time, the lack of the need for a distending solution, and the Comparing satisfaction rate between Hysteroscopic endometrial resection versus thermal endometrial destruction, Pellicano et al found that the patient satisfaction rate was significantly higher in the thermal endometrial destruction group (22) However, Jarrell and Olsen reported much lower patient satisfaction rate. They found that Less than 60% of women reported satisfaction with balloon endometrial ablation, and 40% underwent hysterectomy within I year of it (23).
CONCLUSIONS
Thermal balloon endometrial ablation is gradually but confidently gaining popularity as a safe, effective, and easy technique in the treatment of dysfunctional menorrhagia.
Since most cases will not require cervical dilatation, and there is no need for direct endometrial visualization, Or distension solution,
we think that in the coming years the procedure could be done as an office procedure under local anaesthesia.
In fact, there is some concern that the minimally invasive nature, easiness, safety, and fewer Egypt. J. Fertll, Steril, 70 complication r':lte of thermal balloon endometrial ablation may lead to overuse of the technique to include milder cases of menorrhagia that otherwise could be treated medically (24) . We think that sticking to patient selection criteria like that presented in this study will lessen such concern.
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